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Background Prior to 2003, there was limited capacity for an HIV/AIDS response
in China. In early 2003, China launched a 5-year China
Comprehensive AIDS Response Programme (China CARES) to con-
tain the spread of HIV infection and reduce its impact. This article
describes the China CARES’ practices and experiences.
Methods China CARES covered 83.3 million people in 127 programme sites
chosen from 28 provinces based on HIV prevalence. Each China
CARES site was required to carry out surveillance and surveys to
understand the local HIV/AIDS epidemic, to deliver primary inter-
ventions to reduce new HIV infections among and from high-risk
groups, to prevent mother-to-child transmission, to treat AIDS
patients with antiretroviral medicines and to provide support
services to families affected by HIV/AIDS. Data were collected to
monitor and evaluate implementation.
Results HIV/AIDS prevention knowledge and awareness improved signifi-
cantly in China CARES sites from <30% in 2004 to 86% in 2008.
The number of persons tested for HIV increased by 67% between
2005 and 2007 from 1.5 to 2.5 million. China CARES enrolled
23000 patients in anti-retroviral treatment and supported 6007
AIDS orphans. Among pregnant women, 81.8% received counselling
and 75.8% received HIV testing during antenatal care, while 92.9%
of HIV-infected pregnant women and 85.5% of their newborns
received anti-retroviral prophylaxis. During the project period, no
known HIV transmissions occurred through blood transfusions.
Conclusion China CARES has facilitated AIDS prevention, treatment and care
in resource-poor, rural and ethnic minority areas of China.
Keywords HIV/AIDS, response, testing, prevention, anti-retroviral treatment,
China CARES, AIDS policy
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ii47Introduction
The first case of HIV was reported in mainland China
in 1985.
1 Since then, all 31 provinces have reported
HIV-positive cases. By June 2003, the cumulative
number of reported HIV cases in China was 45092,
with 3532 AIDS cases and 1800 deaths.
2 In central
China, HIV cases and deaths were concentrated
primarily among rural former plasma donors.
3,4 The
plasma donors were paid to donate blood, the plasma
was removed and the red blood cells were reinfused
to prevent anaemia.
5 Meanwhile, sexually transmitted
HIV infections increased from 5.5% in 1997 to 10.9%
by 2002.
6–8 Mother-to-child HIV transmission
increased rapidly in certain regions.
9 Across the coun-
try, rapidly expanding commercial sex and injecting
drug use, as well population mobility, fuelled the HIV
epidemic.
10 Estimates from the Ministry of Health in-
dicate that by 2009 around 740000 people were living
with HIV in China and 105000 people had AIDS.
11
The proportion of women infected also doubled in
the past decade from 15 to 30%.
In contrast with the rapidly growing epidemic, there
was very limited capacity
12 for a comprehensive HIV/
AIDS intervention response in China, especially in
more rural and remote areas of the country where
most of the HIV transmission occurred. By October
2002, there were fewer than 10 medical doctors who
were sufficiently qualified to provide HIV/AIDS treat-
ment. At that time, there were no more than 100
AIDS patients
8,13 known to be receiving anti-retroviral
(ARV) treatment in the entire country. Only a few
behavioural interventions had been carried out with
no nationwide systematic or comprehensive response.
Social stigma and discrimination against HIV/AIDS
were highly prevalent among the public, including
among many health-care professionals.
5,14,15
To address this untenable situation, the government
launched the China Comprehensive AIDS Response
Programme (China CARES) in early 2003 to explore
the most appropriate models of a comprehensive HIV/
AIDS response that would meet international stand-
ards. China CARES was designed to deliver quality
HIV care and treatment to AIDS patients, contain
the spread of HIV infection and reduce the impact
of AIDS on society. The geographic focus was espe-
cially on rural, resource-poor and ethnic minority
areas with relatively high HIV prevalence. The main
activities of China CARES included: (i) strengthening
HIV/AIDS surveillance; (ii) distributing comprehen-
sive HIV prevention activities such as information,
education and communication (IEC); free voluntary
counselling and testing (VCT);
16 condom use promo-
tion; sexually transmitted disease (STD) diagnosis
and treatment; needle exchange and methadone
maintenance treatment (MMT); prevention of
mother-to-child transmission (PMTCT); (iii) providing
HIV care and treatment such as ARV treatment, care
and support to people living with HIV/AIDS and free
schooling for children orphaned by AIDS; and (iv)
ensuring the safety of the blood supply.
This article describes China CARES practices and
experiences between 2003 and 2008.
Goals and Objectives of China
CARES
Goals
The goals of China CARES were to explore and
adapt local measures for containing HIV spread in
key populations, deliver quality HIV care and treat-
ment to AIDS patients and reduce the societal
impact of HIV/AIDS in under-resourced areas of the
country.
Objectives
China CARES explored practical methods to conduct
prioritized interventions using integrated approaches.
The integrated approach included developing a clear
annual work plan, monitoring indicators suitable
to the local situation, establishing a collaboration
network, strengthening staffing, instituting capacity,
identifying best practices, documenting lessons learn-
ed and replicating successes.
Beginning of China CARES
The China CARES sites were chosen based upon an
area’s HIV severity, transmission characteristics, exist-
ing response capacity and local government commit-
ment. To address severe geographic and health
inequities, ethnic composition of each site was also
considered. In 2003, 51 counties and districts were
chosen as the first group of programme sites.
Counties were selected that had large numbers of re-
ported HIV-positive cases, especially rural commu-
nities in Central China with large numbers of
HIV-infected former plasma donors.
3,4,17,18 A second
group of 76 sites was chosen in 2004 in areas with
large groups of people engaging in most at-risk
behaviours such as injecting drug users and commer-
cial sex workers. These 76 sites were located in a
much larger geographic area.
19 Overall, 127 counties
and districts in 28 provinces participated in China
CARES, covering a population of 83.3 million people.
In 2004, there were 17520 reported HIV/AIDS cases in
these 127 areas, accounting for 39% of the total
reported number of HIV/AIDS cases in the country.
20
Project sites were selected using HIV surveillance
data, models for the likely spread of HIV, known epi-
centers of former paid blood collection and local
governments’ willingness to participate in the pro-
gramme. After selection, the leading transmission
route(s) for each China CARES site was identified
(Table 1). Former paid plasma donation was the
main transmission route in 56 (44.1%) sites, injecting
ii48 INTERNATIONAL JOURNAL OF EPIDEMIOLOGYdrug use in 54 (42.5%) sites, and sexual transmission
in 17 (13.4%) sites.
23 In 2003, institutional and staff
skills in HIV prevention, care and treatment were uni-
formly week across the sites. There were no HIV
screening laboratories in 39 of the 127 sites (31%)
and very limited HIV/AIDS prevention and treatment
activities had been implemented.
21,22 Limited educa-
tion and HIV testing had previously been carried out
in 88 of the 127 sites (69%). There were only a few
community-based organizations (CBOs), and very few
people living with HIV/AIDS (PLWHA) groups were
involved in HIV/AIDS care and support.
23
Programme Implementation
Strategies and Measures
Each China CARES site was required to establish an
AIDS working committee to lead the local response,
formulate local policies, define roles and responsibil-
ities, mobilize and support of civil society and monitor
and evaluate programme implementation. The com-
mittee was chaired by a chief government official
with members from various government sectors such
as Health, Publicity, Education, Civil Affairs, Public
Security, Justice, Finance and the Women’s
Federation. Non-government organizations (NGOs)
and community-based organizations (CBOs) were
supported to deliver services to most at-risk popula-
tions and people living with HIV/AIDS (PLWHA) in
all programme sites.
A four-tier programme management system was es-
tablished at the national, provincial, prefecture and
county levels. Corresponding working teams were es-
tablished at these levels and extended through each
county, township and rural village. To ensure a strong
programme management system, the National
Program Management Office (NPMO) developed the
China CARES Program Working Manual 24 and es-
tablished a resource panel in HIV/AIDS-related tech-
nical areas. Each resource group had the responsibility
to develop and regularly update the technical guid-
ance, operational manual and training models. Five
expert groups were established according to geographic
areas to provide specialized technical assistance to the
127 programme sites. Each expert group was respon-
sible for five to six provinces. To respond to diverse
needs, a group of professionals with various expertise
attended biannual site visits to provide technical sup-
port in prevention, treatment, care and management,
to ensure the planned activities were running properly
and to ensure problems were addressed in a timely
manner. Figure 1 provides an overview of the organ-
ization of the China CARES programme.
Given wide disparities and diversity in socio-
economic, cultural and ethnic backgrounds, as well
as diverse HIV disease burdens and transmission
modes, project sites were encouraged to design and
develop intervention activities with targeted goals
taking the local situation into consideration. For in-
stance, in Yunnan province and Xinjiang Autonomous
Region in southwest and northwest of China, project
sites particularly focused on intervention for drug
users, where as in Henan province in central china,
intervention focused on ART and care. Gradually, a
set of strategies was formed and classified into five
main categories based on the most common transmis-
sion routes as listed in Table 1.
24 As part of an inte-
grated and comprehensive response, the other
transmission modes were also addressed as needed.
In total, there were 85 national experts providing
regular technical support to the 127 project sites.
Activities implemented in each site were tailored to
local circumstances using multi-sectoral collaboration.
Each sector was encouraged to contribute and share
responsibilities. For instance, Health, Public Security
Table 1 Main HIV transmission route categories in China CARES programme sites, 2003–08
Main HIV transmission route categories China CARES programme emphasis
No. of sites
(N¼127)
Injecting drug use and sexual transmission
(mixed)
Strengthen harm reduction interventions and
balance efforts for preventing HIV transmission
through sexual intercourse
33
Blood and plasma donation with limited
commercial sex transmission (no more
than 150 HIV cases)
Prioritize high-quality HIV care and treatment
roll-out; focus on preventing sexual HIV
transmission
30
Blood and plasma donation (almost
exclusive)
Prioritize high-quality HIV care and treatment
roll-out
26
Injecting drug use Prioritize harm reduction interventions to prevent
continued HIV transmission through injecting
drug use
25
Commercial sex transmission Strengthen education among sex workers and the
general public; focus on preventing sexual
transmission and implementing a 100% condom
use policy
13
CHINA RESPONSE TO AIDS ii49and Food and Drug Administration jointly supported
implementation of the MMT programme. Health and
other sectors jointly supported condom promotion
programmes. Women’s Federation mobilized house-
wives to conduct face-to-face HIV/AIDS information
dissemination. Ministry of Publicity mobilized media
outlets to air prime-time public service announce-
ments. Local NGOs helped increase adherence to the
ARV treatment and promote support groups.
Micro-credit programmes assisted PLWHA to live on
their own. Civil affairs sectors helped PLWHA access
social security benefits. Youth league, Red Cross
Society and Education sectors mobilized student vol-
unteers to participate in HIV prevention information
dissemination and promotion of safer sex.
China CARES made use of the available primary
health-care system to promote patient follow-up and
increase adherence to ARV treatment.
4,10,11,25 Village
doctors dispensed ARV drugs, provided directly
observed therapy (DOT), and reminded patients to
routinely have CD4 (and later an annual viral load)
tests, which were conducted at facilities at the town-
ship, county or provincial level. Since county-level
doctors provided technical support to township- and
village-level doctors as the treatment team head, the
three-tier health system increased patients’ adherence
to ART through the DOT programme.
4,11
To disseminate programme experiences and lessons
learned, a China CARES Newsletter was compiled and
published regularly. A China CARES homepage was
established on the Chinese Centre for Disease Control
and Prevention (China CDC)’s website.
25 The Journal
of China STD and AIDS issued a special volume about
China CARES, as well as four editions of China
CARES best practices, to facilitate local and regional
experience sharing.
26 National dissemination meet-
ings were conducted by the State Council AIDS work-
ing committee and Ministry of Health (MOH) twice
during the programme period. At the provincial level
and below, collections of programme briefings and
lessons learned were developed regularly and shared
among programme sites to provide updates on pro-
gress and experiences to government leaders and
related stakeholders.
Project Monitoring and Evaluation
Developing an annual work plan was the primary task
for each programme site, with technical assistance
provided by the assigned expert group. A monitoring
and evaluation (M&E) plan was established to ensure
activities were carried out accordingly. Problems iden-
tified through M&E were considered in the develop-
ment of the next annual work plan. A regular
reporting system with key M&E indicators, including
monthly and quarterly progress reports, was estab-
lished. Based on data collected from the reporting
system, each expert group learned about the project’s
progress and provided technical support accordingly.
In addition, self-reviews were conducted twice a year
at each site. At the provincial level, an overall review
was conducted once a year and the review reports
were submitted to the NPMO. At the national level,
a joint on-site supervision was organized once a year
in selected programme sites with participation from
the MOH, multiple sectors, international cooperation
programmes, NGOs, China CDC and expert groups.
Supervisory methods included reviewing programme
files and documents, on-site observations, and
Technical support
5
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Figure 1 Overview of the management structure of the China CARES, 2003–08
ii50 INTERNATIONAL JOURNAL OF EPIDEMIOLOGYinvestigations including key informant and benefi-
ciary interviews, questionnaire surveys and focus
group discussions.
In the 2008 programme evaluation, a special survey
was administered in a randomly selected sample of
10% of project sites in order to evaluate local facility
and staff capacity, intervention effectiveness, general
population HIV/AIDS knowledge and awareness, qual-
ity of life of people living with HIV/AIDS and total
project costs. The evaluation was designed as a special
survey and conducted by independent experts at
Peking University Social Science and Survey Center,
Yunnan Institute for Drug Dependence, China
Institute for Health Education and Sichuan
University.
Project impact was measured by comparing the
baseline survey conducted in 2004 with the 2008
evaluation, and by comparing surveys conducted in
2008 in project and non-project sites nationally. In
the baseline and 2008 surveys, structured question-
naires were used as well as focus group discussions,
individual interviews among key informants and ben-
eficiaries and project monthly and quarterly progress
reports. The progress reports covered information on
HIV testing, support for AIDS orphans, PMTCT, HIV
care and support, STI services and intervention pro-
grammes including condom promotion and needle/
syringe exchange.
To ensure the quality of data in the reporting
system, the national programme officers regularly
sampled the forms and reports and validated the in-
formation. The survey interviewers and investigators
were formally trained before data collection. All re-
spondents provided written informed consent. The re-
spondents could decline to answer any question or
leave the survey at any time.
China CARES Outcomes
The Government allocated RMB 270 million (USD
39 million) to China CARES over 5 years. Local gov-
ernments allocated RMB 119 million (USD 17 mil-
lion), averaging 938000 RMB (USD 134000) for
each site from 2004 to 2007. China CARES received
financial support from other sources such as the
Global Fund, the United Nations Population Fund
(UNFPA), and the US CDC Global AIDS Program.
On average, each site received RMB 4.3 million
(614000 USD) from the central government and an
equivalent amount from the local provincial, prefec-
ture and county government, plus other sources.
28
Figure 2 lists the average distribution of financial
support for the 127 China CARES sites.
The county-level CDCs undertook China CARES im-
plementation and, by 2008, 96% of programme sites
had set up HIV/AIDS Prevention and Control offices
at local county CDCs. The number of HIV/AIDS pro-
fessional workers reached 1911, with an average of 15
workers per site (interquartile range¼8–21 workers
per site). Based on an external independent assess-
ment, 5 years of programme implementation showed
significantly increased human capacity at the local
level.
26 The assessment team interviewed government
leaders and beneficiary representatives as key inform-
ants using the indicators listed in Table 2.
HIV/AIDS prevention knowledge and awareness im-
proved significantly in China CARES sites from <30%
in 2004 to 86% in 2008. Eighty-six percent of rural
adults, 92% of urban adults, 76% of Grade 7–9 stu-
dents and 91% of Grade 10–12 students showed high
levels of HIV knowledge. This compares with the na-
tional average of <70% among the general population
26. Five years after its implementation, sites adopting
the China CARES programme performed better overall
than non-programme sites in terms of HIV awareness
among the general population and intervention effect-
iveness and coverage, according to the final evalu-
ation report for China CARES (Table 3). An HIV
sentinel surveillance system and an extensive labora-
tory network were established and later im-
proved.
16,29,30 By 2008, 23000 PLWHA from China
CARES sites received HIV care and support, and
6007 children orphaned by AIDS received free
books, schooling fees and a subsidy for school board-
ing.
31 Quality of life and living circumstances of
PLWHA were significantly improved in China
CARES sites, according to a comparison study.
1,32,33
PLWHA in programme sites scored significantly
better in terms of quality of life psychological func-
tioning and social functioning than those in
non-programme regions.
26 By 2008, there were an
average of at least six VCT clinics in each programme
site, compared with an average of three in
non-programme sites across the country.
26 There
were 60 MMT clinics in program sites.
26 By 2006,
PMTCT services covered all 127 programme sites
through 1907 midwifery institutions. Among pregnant
women, 81.8% received counselling and 75.8%
Figure 2 Summary of the financial support provided by
central and local government and other sources for China
CARES, 2004–07. ‘Other source’ includes: financial support
from international institutions and bilateral organizations,
foundations and NGOs
CHINA RESPONSE TO AIDS ii51received HIV testing, while 92.9% HIV infected preg-
nant women and 85.5% of their newborns received
ARV prophylaxis.
9,26 The mother-to-child transmis-
sion rate was reduced to 9.1% from an estimated
33% at baseline (Table 3). HIV transmission
through blood was effectively prevented. One hundred
per cent of blood used for clinical purposes
was collected from voluntary as opposed to paid
donors.
34
China CARES has made efforts to mobilize NGOs
involved in HIV/AIDS prevention and control. The
programme helped NGOs increase capacity to deliver
HIV services related to education, behaviour change
and life care.
35 There was a substantial increase in
the number of NGOs involved in HIV/AIDS care in
the China CARES sites, increasing from zero in 2003
to 756 at the end of the 5-year period.
26
Regarding HIV testing, the number of persons who
were tested for HIV increased significantly between
2005 and 2007, from 1.5 to 2.5 million, a 67% in-
crease. However, the annual number of HIV-positive
cases reported dropped slightly, from 8179 in 2005 to
Table 2 China CARES programme satisfaction indicators among key informants and beneficiaries at the end of 5 years of
implementation, 2008–09
Institutional capacity indicators
Average score (maximum 5.0)
Standard deviation Informants (N¼72) Beneficiaries (N¼175)
Financial resources
Resource mobilization 4.78 4.62 0.67
Resource allocation and usage 4.75 4.53 0.50
Coordination with multi-sectors
Joint work with multi-sectors 4.76 4.61 0.72
Training 4.85 4.76 0.51
Programme design 4.61 4.57 0.72
Programme implementation 4.71 4.59 0.72
Programme development
Programme management 4.85 4.75 0.51
Programme innovation 4.43 4.54 0.73
Overall capacity 4.78 4.77 0.54
Laboratory
Laboratory test 4.72 4.70 0.61
Emergency response 4.76 4.70 0.58
Information management 4.71 4.75 0.55
Table 3 Results of a programme evaluation at the end of 5 years of implementation of the China CARES programme in
127 counties and districts, 2008–09
Indicator Evaluation Result Remarks
HIV/AIDS awareness among the general population (%) 86.21 75 (planned target)
HIV/AIDS awareness among women aged 14–49 years (%) 85.47 85 (planned target)
Intervention coverage among sex workers (%) 88.60 39.80 (nationwide)
Condom use among sex workers (%) 85.00 70 (planned target)
Needle sharing at last injection among IDU (%) 12.09 27.5 (nationwide)
Cumulative number of PLWHA receiving ARV treatment 19000 46.2 of the country
Current number of PLWA receiving ARV treatment 15000 44.7% of the country
Percentage of PLWHA receiving ARV treatment for at least 12 months (%) 87.40 84.4 (nationwide)
Mother-to-child transmission (%) 9.13 33 (baseline)
Number of screening laboratories 412 125 (baseline)
Number of sentinel surveillance 145 21 (baseline)
Number of VCT clinics 868 None (baseline)
ii52 INTERNATIONAL JOURNAL OF EPIDEMIOLOGY7702 in 2007, with a corresponding decrease in pre-
valence from 5.3 to 3.7 per 1000 persons tested.
Discussion
After 5 years of implementation, China CARES has
succeeded in disseminating best practices and experi-
ences throughout many disparate areas of the country
and has become a prototype for implementing Global
Fund-supported HIV/AIDS programmes in many other
counties.
36 This government-led China CARES com-
prehensive programme, with multi-sectoral support
and strong societal participation,
37 was successful in
raising awareness of HIV/AIDS in the general popula-
tion and increasing coverage of preventive interven-
tions along with increasing coverage of HIV care and
treatment services. HIV/AIDS policies were formulated
and implemented in 127 relatively poor counties and
districts covering a population of 83.3 million people.
In addition, China CARES promoted the revision and
development of national and local laws and regula-
tions such as the revision of AIDS articles in the Law
of the Peoples’ Republic of China on the Prevention
and Treatment of Infectious Diseases, as well as laws
affecting health insurance and regulations concerning
HIV/AIDS prevention and treatment.
Using a four-tier programme management system
resulted in an effective and rapid response to HIV/
AIDS in programme sites. Programme management
offices at all levels followed the same guidelines on
policies, technical planning, programme management
and monitoring and evaluation. Programme sites were
encouraged to explore individualized working meth-
ods and interventions adapted to the local context.
These strategies proved essential for a quick and effi-
cient HIV/AIDS response scale-up in low-capacity
areas of the country.
Currently, the China CARES model is being pro-
moted throughout the country because of its targeted
interventions with integrated approaches adapted to
the local situation. HIV/AIDS prevention and control
staff capacity building will continue based on the
China CARES experience. The strategic information
system, including that for project monitoring and
evaluation, will be further strengthened. Following
the China CARES model, 16 provinces have estab-
lished an additional 117 provincial sites using their
own funds, and, in 2010, an additional 1300 sites
will be established using international and central
government funds.
One important limitation of the China CARES pro-
gramme was that men who have sex with men
(MSM) were not originally included as a target popu-
lation. In 2003, few MSM sentinel surveillance sites
existed. Since then, HIV prevalence among MSM has
increased rapidly along with better testing coverage
and an improved surveillance network.
38–40
Challenges and Lessons Learned
Though great progress has been made and remarkable
accomplishments have been achieved, many lessons
have been learned from the implementation of
China CARES, and there are still considerable chal-
lenges to be faced to improve China CARES in future.
(1) High staff turnover affected the functioning of
the project. Although there was constant and
repeated training every year in different areas,
it was difficult for new staff, especially in man-
agement and technical posts, to quickly reach
functioning level.
(2) All levels of government need to be included.
Early on, an opportunity was missed with the
prefecture level. Although coordinators were es-
tablished at the prefecture level to communicate
information between counties and the provincial
levels, since the prefecture itself did not receive
any funds, coordinators lacked technical training
opportunities and the ability to carry out tech-
nical supervision. In the second round of China
CARES, the prefecture level’s role has been
strengthened.
(3) Funds were sometimes delayed in their dispersal
from central to county level, and this delay af-
fected the project’s effectiveness.
(4) Local leaders need to be fully aware of the sig-
nificance of the HIV/AIDS response. In some
cases, during episodes of local administration
change, new leaders in charge of the health
sector might remove HIV from the local prior-
ity list. Monitoring these changes in leadership
and providing information on HIV at the appro-
priate time can greatly affect programme
implementation.
(5) Local staff need the capacity to do the work.
Limited capacity of county level staff was a limit-
ing factor as few staff experienced with the tech-
niques to conduct targeted interventions for most
at-risk populations.
(6) Bottlenecks may occur when public health inter-
ventions are serial; for example, partner notifica-
tion, patient follow-up, especially for mobile
populations, and targeted health education for
ethnic minority populations.
(7) Social stigma and discrimination remains an
important barrier in China.
5 The new round
of China CARES will continue to explore fur-
ther methods to reduce stigma and
discrimination.
Conclusion
China CARES has developed a crucial set of norms
and standards for HIV/AIDS prevention and control
at the national and local levels, which has played a
fundamental role in the HIV/AIDS response in China.
CHINA RESPONSE TO AIDS ii53After a slow start,
5 China has taken bold steps to
control the epidemic using evidence-based strategies.
China’s ‘Four Frees, and One Care’ (‘Four Frees’ refers
to free HIV VCT, free schooling for orphaned children
of AIDS patients, ART for pregnant women and free
ART for rural HIV patients and poor urban patients;
‘One Care’ refers to financial subsidies for low-income
AIDS patients and their families)
4 policy was first im-
plemented through China CARES. Programme imple-
mentation methods, best practices and lessons learned
have been developed, documented and disseminated.
Information sharing has been strengthened through
the cooperation of international programmes such as
the Global Fund and China–UK HIV/AIDS Prevention
and Control Project. Wider geographical areas and
risk populations have been covered by replicating
the programme in other provinces, resulting in
the establishment of an additional 117 HIV/AIDS
programme sites by the end of the 5-year period.
China CARES has made important contributions to
expanding the coverage and impact of HIV/AIDS
prevention, care and treatment activities in China,
particularly among the resource-poor, rural and
ethnic minority populations, which are often dispro-
portionately affected by HIV/AIDS. China CARES has
helped spearhead the country towards eventually
reaching Universal Access as advocated by the
United Nations.
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KEY MESSAGES
  AIDS knowledge increased significantly, people tested for HIV increased by 67%, 23000 patients
enrolled to ARV treatment and 93% of HIV-infected pregnant women received PMTCT in 127
China CARES sites.
  China CARES has facilitated HIV prevention, treatment and care in resource-poor, rural and ethnic
minority areas of China.
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